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ose Stools 


extra: diapering, and inconvenience the mother 


lly, loose stools are accompanied by: a dehydration which, when excessive or 
ong continued, interferes with the baby’s normal gain. A long- continued depletion 
en water is serious, since ‘‘the fluid requirements of an infant are tremendous. A 
infant, 15 pounds in weight will frequently excrete as much as one litre of 
ae per day. A negative water balance fer, more than a very short period i is incom- 


the is by ct chatice infection, the delicate bal- 

ace thay be seriously upset,.since the- infant's. reserves. havealready been drawn 

. 80 that resistance to infection and dangerous forms of diarrhea may be too low 

“safety. Every physician dreads diarrhea, which Holt and: Mcintosh call “the 
est ailment of infants in the summer month 


If you have a large incidence 
in your pediatric practice 


TRY CHANGING TO A DEXTRI-MALTOSE FORMULA 
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OU may expec effective results in . all 
conditions which formerly had to be 
treated with cod-liver oil. @ With this tre- 
mendous difference—MINIMS of Parke- 
Davis Haliver Oil do the work of teaspoon- 
fuls of cod-liver oil. Haliver Oil is the original 
halibut liver oil preparation, introduced to 


WHAT YOU 
MAY EXPECT 
PARKE-DAVIS 
HALIVER OIL 


with VIOSTEROL 
to do 
FOR YOUR PATIENTS 


the medical profession in February, 1932. 
@ Both Parke-Davis Haliver Oil with Vios- 
terol and Haliver Oil, Plain, contain not 
less than 32,000 units of vitamin A. In 
addition, Parke-Davis Haliver Oil with Vios- 
terol is equal to Viosterol in Oil in vita- 
min D potency. 


INDICATIONS 


For routine to 
and small children . 


Infantile Tetany ond Spasaiophilis . 

*Genetal Debiliy ..... . 


*Haliver Oil, Plain, may be used. 


SUGGESTED DOSAGE 
of Haliver Oil with Viosterol 


. 8 to 10 drops daily 
15 to 20 drops daily 
. 10 to 15 drops daily 
1 or 2 capsules three times daily 
. 1 or 2 capsules three times daily 
1 or 2 capsules three times daily 
. 1 or 2 capsules three times daily 


Parke-Davis Haliver Oil with Viosterol—in 5-cc. and 50-cc. 
amber botiles with dropper, and in boxes of 25 
and 100 three-minim capsules. 


Parke-Davis Haliver Oil, Plain—in 10-cce. and 50-ct. 
vials with dropper, and in boxes of 
fifty three-minim capsules. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


DEPENDABLE MEDICATION BASED ON SCIENTIFIC RESEARCH 
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KARO cost 
per pound 


it would be well worth _s 


for feeding babies 


KARO has gained its wide popularity in inl 
feeding, not because of its low cost, but because of 
its suitability. It has stood the test of clinical sayati- 


ence for over Jfron years. 


Karo Syrups are essentially Dextrins, Maltose and 
Dextrose, with a small percentage of Sucrose added 
for flavor—all recommended for ease of digestion and 


energy value. 


To further aid the medical profession, the makers 
of Karo are now prepared to offer this product in 
dry, powdered form. 


Karo POWDERED is a spray dried, refined corn syrup, 
composed essentially of Dextrins, Maltose and Dex- 
trose in proportions approximating those in Karo Syrup.. 


For Further Information Write to: sis 


f CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 


The ‘Accepted? Seal denotes that Kato and for it are 
ceptable tothe Committee on Foods of the American Medical Association. 
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Irradiated Evaporated Milk 


By 
af the conten”. 
oduct 
below the 
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Sik WILLIAM OSLER has well said, “Know syphilis 
in all its manifestations and relations and all other 
things clinical will be added unto you.” The 
many insidious, destructive forms which syphilis 
takes in its later stages points to the necessity 
for early diagnosis and persistently continuous 
treatment. It is generally agreed that that treat- 
ment is most effective which is based on an ade- 
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quate program of arsphenamine administration 
supplemented by a heavy metal in an. effective 
form of which Iodobismitol is an example. 
Squibb Arsphenamine Products are designed 
to provide as great a therapeutic benefit as is pos- 
sible. They are subjected to very exacting con- 
trols to assure their uniform strength, ready solu- 
bility, stability and high spirocheticidal activity. 


NEOARSPHENAMINE SQUIBB IMPROVED has a high 
therapeutic index. Of the three arsphenamines it is the one 
preferred for office practice. Marketed in ampuls of 0.15, 
0.30, 0.45, 0.60,-0.75 and 0.90 Gm., and also in pack- 
ages containing, in addition, 10-cc. ampuls of Sterile 
Double Distilled Water Squibb. 


ARSPHENAMINE SQUIBB for intravenous injection after 
neutralization with sodium hydroxide. Readily soluble in 
distilled water at room temperature. Marketed in 0.1, 0.2, 
0.3, 0.4, 0.5 and 0.6 Gm. ampuls. 


SULPHARSPHENAMINE SQUIBB for intramuscular in 
tion after simple solution in distilled water. Supplied in 
0.1, 0.2, 0.3, 0.4, 0.5 and 0.6 Gm. ampuls. 


7 For literature write Professional Service Department, 745 Fifth Ave., New Y ork City | 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE {858. 
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Trade Mark STORM Trade Mark BOE Behind 


Registered Registered 


Binder and Supporter MerRCUROCHROME 


(dibrom Oxy rcuri ) 


is a background of 


Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


For Men, Women and Children Thirteen years’ acceptance by the 


axed Sacro-lliac Articulations, F'loat- : f the American Medical 
ing Kidney, High and Low Operations, ti 
ssociation 

Ask for 36-page Illustrated Folder A booklet summarizing the impor- 


Mail orders filled at Philadelphia only— 
within 24 hours 


Ask For Literature 


KATHER' NE L. STORM, M. D. 


tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. | 


Originator, Patentee, Owner and Maker Hynson, Westcott & Dunning, Inc. 
1701 DIAMOND ST. PHILADELPHIA BALTIMORE, MARYLAND 


Waterproof ...Stays in place... Shows less! 


@ The glazed, sun-tan backcloth on Drybak Adhesive Plaster 
affords three conveniences which patients appreciate, espe- 
cially when dressings are exposed, as on the face or head. 


1—Drybak is waterproof—no inconvenience is caused in wash- 
ing over dressings protected with Drybak. The edges do not 
turn up. 

2—Drybak stays in place. The adhesive is of superior quality, 
and is kept dry with the waterproof backcloth. 


3—Drybak is inconspicuous. The sun-tan color harmonizes with 
the skin and prevents the usual “‘accident” appearance. 


@ Order Drybak from your dealer. It is available in standard 
widths and lengths in J & J cartridge spools and hospital spools, 
and in rolls, 5 yards x 12 inches, uncut. 


the Waterproof 
adhesive plaster 


PROFESSIONAL SERVICE DEPT. 


COSTS NO MORE 
THAN REGULAR 
ADHESIVE PLASTER NEW BRUNSWICK. WN. 4. CHICAGO tk. 
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Council Accepted In Obstetrics -- For pain during labor or post- 
partum. Very soluble, acts quickly. 

For Cough and Asthma - -For the paroxysms 

ieee or in the chronic, irritative type. Small doses, 


- equal to 1/4 gr. morphine in 


In place of Morphine 


For Pain--In inoperable carcinoma, terminal 
tuberculosis and other conditions requiring ex- 
tended analgesia. In renal colic, tabetic crises, 
and angina pectoris. 


In Surgery - - Pre-operatively, as an adjunct to 
anesthesia and post-operatively. Less likely to 
cause nausea or constipation than morphine; 
a stronger analgesic with a less pronounced 
soporific action. 


prompt relief. 


Oral, subcutaneous and rectal. 
For Pain: 1/48 to 1/16 grain 
For Cough: 1/64 to 1/32 grain 


DILAU DID, dihydromorphinone hydrochloride 
An Advance in Opiate Medication 


Dilaudid is made in U.S.A. 


The dose of Dilaudid is about 
1/5 that of morphine, that is, 
1/20 gr. Dilaudid is generally 


analgesic effect. 


For trial package send your Federal Narcotic Order Form for 1x20 H.T. 1/20 gr. and Ixio O.T. 1/24 gr. Dilaudid 


BILHUBER-KNOLL CORP. 


154 OGDEN AVENUE - - - JERSEY CITY,N. J. 
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Comfortable Years for the Cardiac Patient 
TH EOCALCIN, theobromine-calcium salicylate, is a 


well tolerated diuretic and myocardial stimulant which tends to 


Strengthen Heart Action 
Diminish Congestion and Dyspnoea 
Reduce Cardiac and Nephritic Edema 


Reduce the number and severity of 
painful heart attacks 


Angina pectoris, cardiovascular-renal disease, congestive 
heart failure, and the early symptoms of myocardial de- 
generation, dyspnoea, and occasional pain, “the failing 
heart of middle life,” are indications for Theocalcin. 


DOSAGE : 


The usual dose is 734 to 22% grains (I to 3 tablets) 
three times a day, with or directly after meals. 


Trial quantity on request. 
Theocalcin is made in U.S.A. 


Single. gose ov 
€ 


Council Accepted 


BILHUBER-KNOLL CORP. 


I54 OGDEN AVENUE =- - JERSEY CITY, N. J. 
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NEO-ARSPHENAMINE 


MERCK 


NOVARSENOBENZOL BILLON 


UALITY is imperative in such an import- 
ant preparation as neo-arsphenamine. The 
only real assurance of quality is to use a prod- 
uct bearing the name of a manufacturer who 
has a reputation to maintain. That undoubtedly 
explains why a steadily-increasing number of 
physicians specify “Neo-arsphenamine Merck.” 


MERCK & CO. Inc. 


Manufacturing Chemists 


The folder illustrated, explains the superior 
qualities of the Merck brand of neo-arsphena- 
mine and gives detailed information regarding 
the preparation and injection of solutions. A 
copy will be sent on request, together with a 
few ampuls of ‘“‘Neo-arsphenamire Merck,” so 
that you may test its “Instant Solubility.” 


RAHWAY. N. J. 
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LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


tering in 


ILETIN (INSULIN, LILLY) 


Practically every diabetic produces some 
insulin of his own (endogenous insulin). 
Treatment, then, becomes a problem of 
adapting the patient’s diet to his limited 
supply of endogenous insulin, and if his 
supply of endogenous insulin is insufficient 
to metabolize an adequate diet then Insu- 
lin (exogenous) should be administered. 


Iletin (Insulin, Lilly) 


is supplied through the drug trade Si 
in 5 cc. and 10 cc. vials 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U. S. A. 
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ACQUIRED EXTERNAL FECAL 
FISi ULAE INVOLVING THE 
ANTERIOR OR LATERAL 

ABDOMINAL WALL | 


AImE Pavuu HeErnick, M. D. 
Chicago, Ill. 


A fistula is an abnormal channel of com- 
munication existing between two hollow vis- 


- cera, or between a viscus and the surface of 


the body. Fistulae are congenital or acquired: 
the latter being pathological, traumatic, or 
post-operative. By some clinicians fistulae 
are classified according to their anatomical 
location, as duodenal, intestinal, colonic, ete. ; 
by others according to the nature of their 
discharge, as salivary, urinary, fecal, etc. The 
acquired post-operative fistulae discussed in 
this paper, we designate as external, because 
they have an outlet on the surface of the 
body; as fecal, because they communicate 
with the alimentary canal and discharge in- 
testinal secretions and feces. They are all 
fistulae of the small or large intestine, no seg- 
ment of the alimentary canal between the 
duodenum and the anus being immune. 
(Mayo, Christopher.) Such abnormal com- 
munications between the lumen of the gut 
and the abdominal wall as are created deliber- 
ately or established intentionally by the sur- 


-geon, to put a gut-segment at rest, to drain 


the bowel, to introduce fluids and nourish- 
ment, to relieve intestinal obstruction, will 
reeeive nothing more than passing mention 


in this paper. 


Most of the external abdominal fistulae 
herein considered are post-operative in occur- 
renee. A few occurred spontaneously, result- 
ing from some abdominal lesion, such as a 
loealized abscess secondary to a perforating 
vastrie or duodenal ulcer, to a suppurative 
appendicitis in which operation had been 


unduly delayed, to a malignant disease of the 


intestine, ete. Fecal fistulae are most depress- 
ing and demoralizing to patients, such pa- 
tients being prone to exaggerate to them- 
selves their more or less fancied repulsive- 
ness. A fecal fistula is often a most formid- 
able and difficult condition to overcome, tax- 
ing to the utmost the ingenuity of the medi- 
cal attendant and demanding the best sur- 
gical talent available. Owing to lack of ade- 
quate rest from the associated discomfort and 
to the quantity of nourishment lost by food 
escaping from the fistulous opening, these 
patients lose in weight. They soon learn that 
food-taking is followed by inereased pain 
and discomfort consequent to the increased 
eseape from the fistula of irritating bowel 
contents. | 
Fistulae are grouped as internal, external, 
or combined. The external inelude all cases 
in which the fistulous tract or traets discharge 
cither by one, two or more openings on the 
external surface of the body; the internal 
in which there is an abnormal ecommunica- 
tion between the lumina of two or more 
hollow viscera, that is those in which the 
fistulous tract has only internal outlets; the 
combined, in which the fistulous tract not 
only establishes a communication between 
two hollow viscera, but also has an external 
opening either in the vagina, the abdominal 
wall or elsewhere. The discharge may be in- 
termittent or continuous; may be _ scant, 
moderate or profuse; may be gas alone; may 
consist of bile, pancreatic juice or intestinal 
contents. In 1923, I reported a ease of. in- 
testinal fistula following a cholecystostomy in 
which tapeworm segments were expelled. 
through the fistulous opening. I have since 
seen two similar cases. (Heineck). | 
The external orifice, rarely mucous mem- 
brane, almost always cutaneous, is sur- 
rounded by an excoriated, ulcerated, painful 
and often partially digested area due to the 
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irritation -of ‘bile, pancreatic secretion and 
partly digested intestinal contents. The 
greater the fluid content of the discharge, the 
more irritating. Often the nature of the dis- 
charge enables one to determine readily the 
site. of the internal orifice or orifices of the 
fistulae. The external orifice may be large, 
may be small, may be pin-head in size. In 
fistulae secondary::to diverticulitis the open- 
ing may not be larger than a knitting needle. 
Determine the character, size and location 
of the inner fistular orifice, and the approxi- 


ramifications and nature of the fistulous tract 
by taking an x-ray picture of the fistular 
region after ingestion of a barium meal and 
injection of a barium enema, supplemented 
by the injection in the fistulous ‘tract of an 
opaque medium. An opaque catheter inserted 
in the fistula may prove serviceable. Admin- 
istration of aniline dyes in the food or per 
rectum, and their subsequent appearance in 
the fistulous discharges further establishes 
the diagnosis. Exclude the presence of a 
sinus infected with colon bacilli and giving 
rise to drainage resembling fecal material. 
Aniline dyes will aid you in these cases. 


Fistulae connected with some part of the 
ascending, transverse or descending colon are 
uncommon, and the discharge that accom- 


irritating. Mayo reports a case of fecal fis- 
tula developing after an appendectomy. This 
fistula had remained unclosed for fifteen 
months, it had two internal colonic openings, 
one on the hepatie flexure, the other im the 
transverse colon. It was closed permanently 
by bringing the two openings close together 
and closing them. External cecal fistula, the 
result of operations for appendicitis is by far 
the most common type of fecal fistula of the 
colon. Of 264 eases of fecal fistula observed 
at the Mayo elnic, over one-third, ninety- 
eight cases, were shown by Rankin and Gor- 
der to be due to appendicitis, acute, gan- 
grenous, or pus-producing. (Rankin, etc.) 

Fistulae may have a sinuous course. The 
internal and external orifices, or both, may 
be single, double or multiple. These orifices 
vary in size and in outline. In some eases, 
the mucous membrane of the gut is adherent 
to the skin; in many, a fibrous tract or sinus 
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mate length, course, chronicity, tortuosity, | 


panies them is less liquid and usually less 
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eonnects the gut with the skin openings; 
while in others, the gut opens into an abscess 
cavity connected with the surface. In cases 
due to trauma, as in gun-shot wounds, the 
fecal fistula may be complicated by hemor- 
rhage, by compound fracture, etc. 
ETIOLOGY 

Fistulae oecur at all ages and in both 
sexes, and in connection with various abdom- 
inal lesions, as from the spontaneous rupture 
or the surgica! evacuation through the ab- | 
dominal wall of a localized abscess resulting : 

1. From a perforating or perforated duo- 
denal or gastric uleer. 

2. I*rom the rarer types of perforating 
uleer of the alimentary canal: typhoid, tu- 
bereular, dysenteric, carcinomatous, etc. 


3. From an infected appendix for which 
surgical relief has been unduly delayed. 
Deaver reports 200 cases of fecal fistulae de- 
veloping in 4,063 cases of acute appendicitis. 
This represents 5 per cent. Pus was present 
in varying amounts in every ease in this 
series, and required drainage. In a large per- 
centage of these cases, ulceration of the cae- 
cum or terminal ileum had been observed 
during the primary appendectomy operation. 
It is generally admitted that cases with a 
perforation at the base of the appendix show 
a definite tendency to the development of 
feeal fistula. 


Gibson in 1,583 cases of appendicitis found 
19 eases of feeal fistulae, 1.3 per cent. Muh- 
sam analyzed 1,256 operations for appendi- 
citis. In the first 441 cases, there were 78 
feeal fistulae; in the last 815, there were only 
54. In 2,841 consecutive cases of acute ap- 
pendicitis treated at the Mount Sinai Hos- 
pital, N. Y., 1.1% developed fecal fistulae. 
It is most frequently seen in cases of acute 
gangrenous appendicitis with perforation or 
abseess in which the cecal or ileal walls are 
involved in the inflammatory process, but it 
may be due to poor surgical procedures. 
(Colp.) 

4. From a localized infection in close 
proximity to some intestinal loop, when the 
purulent material is not promptly evacuated 
by the surgeon. 

5. From malignant disease of the intes- 
tines: caecum, colon, sigmoid, ete. | 
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6. From strangulated imtestinal hernia, 
irrespective of anatomical type or location, 


_W. D. Haggard says that a small percentage 
of eases of strangulated hernia, not operated 


“upon, will recover with a fecal fistula and 


artificial anus. He reports 5 such cases; 4 


were in women; 1 in a boy of six. Three of 
the hernias were femoral, two inguinal; two 
ruptured spontaneously; three were opened 
for abscess; all drained fecal matter. All 
patients recovered, following operative treat- 


- ment of the fistula. 


7. From diverticulitis, ‘‘The abdominal 
wall is very rarely perforated by infection. 
Such a condition, however, accounts for a 
small percentage of the cases in which fis- 
tulae oceur in the lower abdomen, secondary 
to diverticulitis.’’ Mayo. 

8. From accidental or operative injury to 


the abdominal wall and abdominal viscera: 


we 


penetrating and perforating stab and gun- 
shot wounds in military and civil life. P. 
Lockhardt-Mummery reports among other 
interesting cases of fecal fistulae one in which 
there were two internal fistulous openings, 
the upper one in the jejunum (fecal), the 
lower one in the bladder and ileum, urine 
and feces escaping from it. Fistulae have 
followed operations for intestinal obstruc- 
tion, (volvulus [Constantini] ), and for pel- 
vie infections in the female. 

Fecal fistulae have followed the slipping of 
improperly placed, carelessly applied su- 
tures; have also followed the premature ab- 
sorption of catgut or other suture material. 
Minimize the incidence of these mishaps by 
encircling the base of the appendix with a 
ligature that penetrates but does not perfor- 
ate the appendiceal wall. Supplement this 
litigation by a few catgut stitches that enfold 
and bury the appendiceal stump in a small 


—caeeal pouch. 


A large number of the fecal fistulae that 
have come under my care oceurred after ab- 


_dominal operations performed on patients 


that had, at some previous date, been laparo- 
tomized. These were Accidents of commission ; 


the over-confident operator in opening the 


abdomen had carried his incision into a loop 
of gut adherent to the abdominal wall either 
at the incisional sear or clese to it. Another 


condition met with in reopening abdomens in 
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the presence of adhesions, inflammatory in 
nature, binding loops of gut to one another 
or parietal peritoneum. In separating these 
adhesions, the intestinal serosa is frequently 
injured, the gut may be perforated or torn, 
and if not suitably repaired a fecal fistula 


_ Inay result. We have seen cases due to this 


cause and have successfully treated a num- 
ber of them by the method hereinafter 
described. 
TREATMENT 
Many fecal fistulae are operative or post- 


operative in origin and are due to errors — 


of commission or omission on the part of the 
surgeon. (Erdmann). A careful study of the 
etiological factors previously enumerated 
leads one to conclude that the incidence of 
feeal fistulae can be much lessened: 


a. By timely operative relief of all ab- 
dominal conditions that call for surgical in- 
tervention. The diagnosis being established, 
or better, the indication for operative relief 
being present, do not delay. Among the un- 
fortunate sequelae of appendicitis fecal fis- 
tulae oceupies the first place. (Baldwin). 
Howard A. Kelly quotes few surgeons as hav- 
ing respectively 3.5%, 5%, 18%, and 0.6% 
of fistulae in their appendectomies. For 


‘appedicitis, ectopic pregnancy, intra-abdomi- 


nal pus collections, strangulated hernias, per- 
forations of the intestines irrespective of 
type or location, immediate operative relief 
is imperative. 

b. By avoiding hurried operating, and 
undué haste. It is not that operations should 
be prolonged but they should be performed 
in the shortest possible time consistent with 
safety, accuracy and thoroughness. In pelvic 
surgery, the danger of perforating the gut 
should lead one to be most gentle in the 
separation of adhesions and to avoid rough 
surgical manipulations. 

e. By securing a good exposure of the 
operative field, employing incisions adequate 
in length, having proper illumination, dis- 
earding silk suture material and by being 
most careful to avoid needless and rough 
handling of inflamed intestines. Sloughing 
of a portion of gangrenous cecum is not an 
uncommon factor in producing fecal fistula; 
hence, in operating upon patients with acute 


gangrenous appendicitis, intestinal obstruc- 
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. tion, ete., the intestines, especially the cecum, 
should be approached and handled with 
great care. The same precaution must be ob- 
served in operating upon a strangulated 
hernia. Crile advises that no gauze or drain 
-be left in contact with the cecum. Avoid silk 
as ligature or suture material. 


‘tory abdominal adhesions, with care and 
great gentleness, and by peritonizing, when 
possible, all denuded or eroded gut surfaces. 
@. By endeavoring to prevent such rela- 
‘tively avoidable accidents as slipping of liga- 
tures, premature absorption of sutures, ero- 
sions of the gut due to improperly applied, 
faulty, rigid, or prolonged drainage, im- 
proper closure of perforations of the intes- 
tine, and especially by being careful in open- 
-ing the abdominal wall. This latter accident 
most frequently occurs in operating on pa- 
tients that have been previously laparoto- 
mized. Therefore, in abdominal sections, be 
most careful in incising the parietal peri- 
toneum. 

f. By not attaching a loop of gut to, or 
enclosing it in, the abdominal wall, by the 
sutures that close the latter. 

Actual treatment of the fistula with the 
view to permanent cure is of two kinds: oper- 
ative and non-operative. To intelligently treat 
one of these cases it is well to have a detailed 
knowledge of the characteristics of the case 
at hand. These being known, one can more 
judiciously select the appropriate line of 
treatment. All methods count successes and 
register failures. This is confirmed by the ex- 
perience of all clinicians. 


As about eighty per cent of these fistulae 
heal spontaneously, one resorts to their 
operative closure only after the patient and 
long-continued employment of accepted 
methods of non-operative treatment have 
proven unsuccessful. If the patient receives 
adequate nourishment, if he does not show 
signs of malnutrition, opportunity should be 
given for spontaneous healing, and operation 
deferred. Conservative methods are so fre- 
quently attended. by success that in the 
absence of urgency, one should wait several 


Prolonged conservative treatment in these 
eases has the advantage that during the pre- 
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months before proposing a radical operation. 
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operative period, much if not all, of the in- 
flammatory thickening, infiltration and edema 
of the mesentery disappears, and thus the 
latter thereby regains much if not all of its 
normal flexibility. 

The type of fistula in which the fistulous 
opening comes to the parietal peritoneum 
without an intervening cavity gives the most 


~ unfavorable prognosis. The higher the leak, 


the more serious it is. A fistula high up im the 


‘small intestines may cause death from inani- 


tion, therefore such fistulae call for early sur- 
gical relief. Other factors influencing the 
prognosis are the resistance of the patient, 
but the volume of pancreatic juice in the in- 
testinal secretion, the intra-intestinal pres- 
sure, the persistence and thoroughness of 
treatment, etc. 

In Deaver’s series, 73 (37%) of the fistulae 
healed spontaneously, 97 cases (48.5%) re- 
quired operative repair; 29 patients refused 
operation. The longest duration of a fecal fis- 
tula in Deaver’s series without operative re- 
lief was seven years. In 60% of the cases 
simple inversion of the fistulous intestinal 
opening by a purse string of catgut suture, 
reinforced by an additional suture line was 
all the surgery necessary. Fifteen per cent 
required an ileocolostomy to short-circuit the 
affected bowel. Twenty-three per cent (23% ) 
presented multiple fistulae or a very large 
fistular opening which could not be treated 
by simple surgery. Eighty of the 97 operated 
eases were discharged perfectly healed. 

The following non-operative method of 
treatment has proven most successful in our 
hands and we feel that it deserves extended 
use. A morning and evening enema sufficient 
in volume to not quite fill that portion of the 
gut distal to or below the fistular opening, 


thereby, the voiding of the intestinal con- 


tents is assisted through the natural chan- 
nels, the fistular discharges minimized, the 
irritation of the skin lessened. We have not 
felt the necessity in cases of this nature to 
limit the patient to liquid foods. On the con- 
trary, we urge that the patient partake of a 
generous and substanial soft diet as it is of 
the greatest importance that his strength be 
maintained. 

Protection of the skin area surrounding the 
external fistulous opening and also of the fis- 
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‘tulous crater with gauze saturated with 10% 
‘peptone solution. Be careful to not plug the 
fistulous tract. To neutralize the alkalinity of 
‘the intestinal juice inject at least three times 
daily, oftener if feasible, in the fistulous 
tract a deci-normal solution of hydrochloric 
acid. We have found a 10% peptone solution 
protective and soothing to the. excoriated 
_skin surface. It is important that the dressing 
be frequently changed. If the skin be non- 
protected by this or a similar solution it is 
macerated by the irritative and destructive 
action of the intestinal juices. 

The preliminary preparation of an under- 

nourished patient with fecal fistula is most 
important because the operation may and 
often does resolve itself into a major opera- 
tion. One should always ascertain that there 
is no bowel obstruction distal to the site of 
_ the fistular opening. One of the most annoy- 
ing features of a cecal and in fact of all fecal 
fistulae is an excoriation of the skin produc- 
tive of masses of granulation tissue surround- 
ing the opening on the abdominal wall. Fre- 
quently, the entire side of the abdomen is 
found in this painful state. This condition of 
the skin makes elosure difficult. Highly satis- 
factory results frequently attend the com- 
bined employment of a soothing ointment 
spread over the involved area and a water- 
suction pump connected to a catheter with 
several added openings, the tip of which is 
inserted into the fistulous tract as far as pos- 
sible. This continuous suction markedly les- 
sens the overflow over the abdominal wall of 
irritating fluids. The intestinal juices quickly 
permeate, and undermine any layer of oint- 
ment, paste or parafine. 
_ When conservative measures have been 
faithfully and intelligently tried and proven 
unsuccessful operative measures are in, order. 
The eareful preliminary preparation of the 
_ abdominal skin and of the patient contributes 
to the successful outcome of the various oper- 
ative measures employed. Usually, the closure 
of these fistulae is obtained by a simple oper- 
ative procedure, but at times relief is effected 
only by means of a complicated operative 
intervention. See that your patient’s resist- 
ance is at its best. 

As a preparatory step to permanent 
closure of the fistula carefully aseptisize the 


area of the abdominal wall surrounding the 
external orifice. Suture this orifice so as to 
prevent leakage of intestinal contents into 
the peritoneal cavity. Some operators open 
the abdomnal wall by an incision to the side 
of and well away from the fistulous opening ; 
others circumscribe freely by two elliptical 


incisions the perforated zone. With the parts 


well exposed, completely free the gut and 
fistula in one piece. Resect the fistulous tract. 


If the opening in the gut be small, invert it. 
and suture the intestine along its transverse. 
axis, to avoid the narrowing of the channel..: 


A double line of suture is advisable to avoid 
leakage and to obviate the dangers incident 
to premature detachment and absorption of 
sutures. 

In Rankin and Gorder’s series of 264 cases 
of fecal fistulae, the following 379 operations 
were performed. There were 27 deaths; peri- 
tonitis 116; broncho-pneumonia and inani- 
tion 3; vesico-intestinal fistula 8. 


Tleosigmoidostomy 3 
Cecosigmoidostomy 
Lateral anastomozis of loops of bowel 
Closure of coiostomy ................. 
Dilataton and curetment of sinus tract 35 
Incision. and drainage of sinus tract.... 9 
Excision and drainage of sinus tract ... 4 
Dilatation and drainage of sinus tract . 1 
‘Incision and dilatation of sinus tract .. 2 
Irrigation of sinus tract .............. A 
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ACUTE CORONARY THROMBOSIS * 
Our S. ALLEN, M. D. 


Wilmington, Del. 


History 


When one reviews the past history of heart 


disease it is rather surprising to find what 
slow progress has been made in the study of 
the cardio-vascular system in the last two 
centuries. The heart was first described by 
Aristotle and his pupils about 350 B. C. 
Their conception of the heart was that it was 
the seat of intelligence and that it was com- 
posed of three chambers. They also thought 
the arteries contained air instead of blood. 


About 500 years later Galen and Hippoc- 
rates conceived the idea that the heart was a 
sort of pump, causing the ebb and flow of 
mingled blood with the vital spirits of the ar- 
teries. After these two crude and rather un- 
impressive observations we do not find any- 
thing of note along this line of thought until 
the early part of the 17th century when 
Harvey discovered that the blood actually 
circulated in the heart and blood vessels. 
This was a real step forward. About 50 years 
later, or the middle of the 17th century, John 
Hunter and his assistants were the first to 
demonstrate a thrombus in one of the coron- 
ary arteries at post mortem. Curiously 
enough, it is said that John Hunter suffered 
from anginal attacks similar to the attacks 
which the patient upon whom he and his as- 
sistants had done the post mortem and for 
this reason would not permit an examination 
of his own heart to be made, fearing the 
same condition would be found in his own 
cease. After the fatal attack of angina pectoris 
had come upon him, coronary thrombosis was 
proven the cause of his death at the autopsy. 
This demonstration is the first known case 
of coronary thrombosis recorded in the his- 
tory of medicine. Following this there does 
not seem to have been much progress made 
until about the latter part of the 18th cen- 
tury when Mackenzie developed the poly- 
graph in the early 80’s. Through his work 
with the polygraph he was able to demon- 
strate many heart lesions. It was from Mac- 
kenzie’s pioneer work with the polygraph 


Read before the Cecil County Medical Society, Elkton, 
Maryland, December 14, 1983... 
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that Einthevohen of Holland and Thomas 
Lewis of London developed the electric car- 
diograph at the beginning of the 19th cen- 
tury, and through the work of the electric 
cardiograph we have been able to diagnose 
graphically a block of one of the coronary 
arteries. Herrick was the first to recognize 
acute coronary thrombosis clinically, back in 
1912 and 1913. Parde is credited with being 
one of the first to recognize it cardiograph- 
ically, and his work was corroborated by 
Barnes and Willis and many others. 


It might be well here to mention one of the 
reasons that so many negative cardiograms 
are gotten following an attack of acute chest 
pain, supposedly acute coronary thrombosis, 
is the time element: Many cardiograms are 
not taken for several days after the initial 
attack, at which time the heart has had a 
chance to recover from its original shock by 
collateral circulation, and the collateral cir- 
culation may be so well established that the 
cardiogram is normal, so the history here in 
this type of case is most essential. Conse- 
quently, if one were able to get a cardiogram 
during the attack or immediately following 
we would have many more positive coronary 
waves than we have at the present time. It 
is now pretty well known that the heart fre- 
quently returns to normal within 48 to 72 
hours after its initial obstruction, neverthe- 
less we are hopeful that we will be able to 
pick up some of these infarcted areas by the 
direct lead in the future that are not obtained 
at the present time by the other three leads. 
For several years there has been more or less 
controversy about the existency of coronary 
accident in its acute stage. Some men have 
gone so far as to say they did not believe it 
occurred, but I believe at the present time the 
majority of medical men who have had any 
experience along this line agree that it not 
only oceurs but is usually recognized. 


Undoubtedly there are death certificates 
signed as apoplexy and acute indigestion 
when in reality it is acute coronary accident. 
It was not at all unusual a few years ago to 
pick up the morning paper and see where 
Mr. So-and-So had spoken at a dinner the 
night before and a couple of hours later was 
seized with chest pain and died of acute in- 
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_ digestion. No one at the present time would 
believe this, for we all know acute indigestion 
- does occur, but as far as we are able to ascer- 
’ tain it has never killed anyone with a normal 
- heart. Furthermore, we do not know of any 
_ diagnosis that is so overworked in the medical 


nomenclature as indigestion, gastritis and the 
like, though not as much now as formerly. 


ETIOLOGY 
No one knows the etiology of acute coron- 


_ ary thrombosis, but the following factors seem 
_ to play some part in its production: Arterio- 


sclerosis ; 


pain.’’ 


hypertension diastolic; mental 
worry and nervous strain; diet, only from a 
mechanical standpoint. 
SEX 
Males are’ more frequently affected than 
the females. In this series of one hundred 


- eases there were six males to one female, or 
_ eighty-four males to sixteen females. 


RACE 
No race seems to be immune against coron- 
ary disease of the acute character; it is un- 
common in the Negro race, especially in the 
female, but does oceur occasionally in the 


male sex. 


OCCUPATION 

Undoubtedly the high pace we are all going 
at present plays a large part in the de- 
velopment of this disease. Frankly, we believe 
mental and nervous strain with large respon- 
sibilities plays a far greater part in the de- 
velopment of this condition than all the dis- 
eases mankind falls heir to. 


Pain AND Its Location 

Some patients complain of the pain being 
retro-sternal, others epigastric, other precor- 
dial, and still others complain of abdominal 
pain, especially in the epigastric region or 
above the umbilicus, rarely ever below. 
Some describe it as a continued ache, while 
others describe it as a tightening sensation or 
a sense of oppression, while still others de- 
seribe it as a constriction-like sensation simi- 


_ lar to a heavy weight on the chest. 


It might be well here to add aword of warn- 
ing to not be misled by the so-called ‘‘gas 
About 90% of these patients with 
cardiac affection complain of gas in the 
stomach and frequently they will tell you 
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they have no pain associated. However, on 
further inquiry one will find that they have 
a constriction-like sensation in the chest, an 
oppressive feeling, or a tightening and short- 
ness of breath, associated with the so-called 
‘‘eas pain.’’ Most likely when these elements 
are present it is cardiac in origin. On the 
other hand, if one can satisfy himself that 
there is neither pain nor dyspnea associated 
with the gas then in all probability it is no 
cardiae in origin. i 
TYPES 

There are three types: all pain and no 
dyspnea, (small group) ; all dyspnea and no 
pain, (few) ; a combination of the above with 
both pain and dyspnea, (largest group). 


DYSPNEA 

Most cases have some shortness of breath 
during the attack, although some patients do 
not realize the dyspnea for the reason that 
the pain is so severe that the dyspnea goes 
unnoticed. Although frequently one runs 
into cases that give absolutely no history of 
shortness of breath during the attack or dur- 
ing convalescence, in the majority of eases 
In the small 
group of cases which have no pain and all 
dyspnea, the dyspnea is usually exaggerated. 


HEART SIZE 

There is no doubt that the heart size plays 
a very important part, not only in the 
diagnosis of acute coronary thrombosis, but 
especially in the prognosis, for it is not un- 
usual to find a normal sized heart in this 
condition, as far as we are able to tell elinic- 
ally. We heartily agree with Lewis and Rob- 
inson in that the prognosis can be prophe- 
sied to some extent on the heart size, espe- 
cially in coronary accident. The cases that do 
not have much enlargement (the total trans- 
verse diameter 15 to 16 cm.) seem to recover 
more rapidly and more, permanently than 
those beyond this size. Further, when the 
heart size reaches 20 to 23 em. regardless of 
the size of the patient these patients do not do 
well, as a rule. We have seen one case in the 
past year where the total transverse diameter 
was around 22 to 23 em. and remained that 
size for many weeks. He is still alive and at 
the present time is doing light work; this of 
course is an unusual case. 
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CYANOSIS 
_ A large percentage of cases show more or 
less facial cyanosis at some time during the 
attack, although occasionally one finds cases 
that show no visible signs of this condition. 
‘Especially is cyanosis likely to be well marked 
when pulmonary edema is present, and it is 
more likely to be present if there is a history 
of chronic coronary disease preceding the 
acute attack. However, there are cases where 
one cannot detect any cyanosis whatever dur- 
ing the attack. A few will have only a slight 
cyanosis or lividity of the skin, while others 
will become cyanotic a few days after the 
initial onset. 
| GaLtLop RHYTHM 
Gallop rhythm is present in a large num- 


ber of cases, especially when hypertension is — 


associated, although in not a few cases gallop 
rhythm cannot be demonstrated. However, if 
one finds gallop rhythm and a pulsus alter- 
nans present we believe we must assume that 
we are not only dealing with a patient in a 
severe attack, but that the acute coronary 
obstruction must of necessity be superim- 
posed upon an old chronic coronary disease. 
Furthermore, the prognosis is not so good 
when either gallop rhythm or pulsus alter- 
nans is associated with a coronary attack. 


PERICARDIAL FRICTION RuB 

Aceording to some authors the pericardial 
frietion rub is a very valuable sign in this 
condition. In my own experience this finding 
is not present in more than 50% of the cases. 
This may be due to the fact that we are not 
‘present when the friction rub can be heard, 
as we all know that the friction rub appears 
and disappears at intervals. One day you 
ean hear it, the next you cannot. It may be 
present in the morning and be gone in the 
afternoon. It is absent so frequently we do 
not believe we should let this finding inter- 
fere with our conclusions. 


CoNGESTIVE HEART FAILURE 
- When congestion in the lungs is present, 
shown by the presence of rales at the bases 
of the lungs, congestion of the liver, demon- 
strated by enlargement below the costal mar- 
gin, it is obvious that we are dealing with 
not only acute coronary accident, but also an 
old chronie condition. probably of long 
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standing, because acute coronary thrombosis, 
per se, does not usually give failure in the 
lungs and liver during the initial attack, but 
usually oceurs a few days later. 


PULMONARY EDEMA 

Pulmonary edema occurs in a comparative- 
ly few cases. When it is present it is usually 
severe, and it is practically always associated 
with a severe degree of cyanosis. 

KipnEy Ovut-Put 

This is a most valuable guide during an at- 
tack of acute coronary disease. The kidney 
out-put diminished practically always during 
an acute attack. In many of these patients the 
urine is negative from a chemical and micro- 
scopic standpoint, but their out-put is below 
20 ounces per 24 hours for a very long period 
of time following the accident, and the pa- 
tient rarely improves to any great extent 
until the out-put is increased to 35 or 40 
ounces a day. It is generally agreed that the 
kidney out-put depends upon the amount ot 
kidney pathology present, on the blood pres- 
sure, and on the out-put of the left ventricle. 
These facts seem to be borne out to a very 
large extent in a great many cases, except 
for the fact that the decreased urinary out- 
put continues sometimes for weeks after the 
blood pressure has returned to a satisfactory 
level. This makes one wonder if there are 
not other factors entering into this condition 
than kidney pathology, blood pressure, and 
low left ventricular out-put. In other words, 
do we not depend upon the chemical and 
microscopic analysis of the urine too much, 
and not enough upon the functional capacity 
of the kidneys? 


BLoop PRESSURE 

Blood pressure usually takes a drop fol- 
lowing coronary accident within the first 72 
hours, but may be delayed in rare eases for 
10 days to two weeks. It would seem that the 
more severe the accident and the larger the 
myocardial infarct the greater the drop in 
pressure. Moreover, it would also seem the 
quicker the pressure returns to, or some- 
where near, its former level, the better the 
prognosis. This is true in the majority of 
cases, but occasionally one will see a case 
where the pressure will continue low for 4 


-long period of time, even weeks or months be- 
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fore it returns to a satsifactory reading. The 
‘reaction of the blood pressure is one of the 
‘most constant findings that we nave in the 
‘diagnosis of this disease, with the exception 
ot the history of the attack and the cardio- 
-yram. The cardiogram is a valuable aid in 
_ prognosis. We have two patients in mind both 
of whom ran low pressures after the accident 
for about five months. During this time the 
blood pressure of both these patients ranged 
from 90 to 120. One of these cases had pre- 
viously had a high blood pressure; in the 
other we did not know his former level, so 
had to assume it was of the hypotensive va- 
riety. It has been a year in one case and a 
year and a half in the other since their re- 
covery. Neither of these patients have any 
heart symptoms at the present time and they 
are both back to work on about half time. 
Generally speaking, we do not have any 
trouble finding the drop; if there is, it may 
be due to the fact that when the blood pres- 
sure is taken once daily there may have been 
a drop and returned to normal during the 
interval of the physician’s visit. As a rule 


the pressure stays down longer than a few 


hours, but in a few cases we have observed 
the pressure was only down 18 to 24 hours. 
Tf the systolic blood pressure is 200 or over 
before the accident, goes down to 110 to 120 
and remains there after the accident for 
weeks, the prognosis is guarded until the 
pressure assumes a higher level. It rarely 
ever goes back to 200, but will often go up to 
150 or 175 and remain there. more or less 
stationarv. while the patient is steadily im- 
provine, Recoverv is usually delayed, how- 
ever. nntil the blood pressure has reached its 
rarml level or nearly so. 


This is esneciallv true in the tibial. or leg 
hlood pressure. In all probability one can 
_plees as much reliance or probably more in 
the tibial than brachial pressure. We realize, 
however. that a large group of men will not 
arree with this suggestion, for many of them 
will state that we do not know the normal 
lee blood pressure. This is true, but on the 
other hand we might also say that the normal 
average brachial blood pressure, which we use 
as our guide at present, is also far from sat- 
isfactory. The more one studies blood pres- 
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sure in both extremities the more one is con- 


vinced that each patient is a law unto himself 


or herself. What is normal for one is not nor- 
mal for another, so much so that we do not 
believe the present classification of brachial 
blood pressure is a very satisfactory one. 
Especially is this true when there 1s some 
cardio-vascular pathology present, for a large 
group of cases do much better from a eardio- 
vascular standpoint with a pressure econsider- 
ably above the so-called normal average. 
Moreover, if we spent as much time taking 
the tibial pressures as the arm we might find, 
in part at least, the explanation of some of 


our cardio-vascular symptoms that we are not 
able to explain at the present time. In fact 
there seems to be a direct relation between: 
the amount of dyspnea and pre-cardial pain: 
present and the height of the tibial blood. 


pressure. There is quite a large group of 
patients who have some cardio-vaseular pa- 
thology present, with the brachial systolic 
at 110 or 140 and a normal diastolic, and a 
tibial systolic of 200 or more. This group will 


go along without very many cardiae symp- 


toms and do a considerable amount of work 
daily as long as the tibial blood pressure con- 
tinues at this level or above. When this re- 
cedes to or below the brachial level, the pre- 
cardial pain and shortness of breath become 
more pronounced and continue so until their 
cardio-vascular balance is_ re-established. 
However, we do not believe this applies in 
cases with a normal cardio-vascular system. 
Just how to explain this we do not know, but 
it is a elinieal fact in many eases, so it would 


seem that we are justified in making the - 


prognosis from the four extremities rather 


. than the two. | 


FEAR AND APPREHENSION 


There is always a considerable amount of 
fear and apprehension in all eases of acute 
coronary trouble, and we somtimes believe 
the confidence instilled in the patient by the 
attending physician is just as important and, 
in some cases, more important than the medi- 
cine. For some of these you must go through 
a daily routine of getting them in an opti- 
mistic trend of mind to eliminate the fear 
that they are going to die and to assure them 
that they are going to get well. Whether the 
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physician means this or not, this has to be 
said with a great deal of emphasis. If the 
physician hasn’t the confidence in believing 
this himself he rarely ever imparts it to the 
patient. This seems to have played a large 
part in a number of cases we have observed 
in earrying them through the critical period 
and on to ultimate recovery. 


FINANCE 

We do not believe it is out of place here 
to mention something about the finances of 
these patients. Frequently this plays a large 
part in the recovery of acute coronary shock. 
If the patient has enough money for the ordi- 
nary hospital, nursing, and medical eare, or 
if he has a position where his salary is econ- 
tinued through the accident, undoubtedly 
this plays a large part in their ultimate re- 
covery. In some cases it seems to be one of 
the predominate factors. This is reacily un- 
derstood, for if the patient is financially em- 
barrassed and has to stay in bed from three 
to four months with not enough money to 
pay his hospital bill and keep his family in 
the meantime, it is rather difficult for hin to 
remain in bed satisfied. 


DIAGNOSIS 


The diagnosis of acute coronary throm- 
bosis is fairly easy in most eases, although 
one will encounter a case not infrequently 
that is very difficult and nearly impossible 
to analyze unless we have the aid of the ear- 
diograph. Occasionally, with all the factors 
combined, there may still be some doubt as 
to the diagnosis. However, as a rule, it is 
, comparatively easy and one can make it clin- 
ically without much trouble. Nevertheless, we 
believe this should always be followed by a 
eardiogram when possible, for it not only 
gives a fair knowledge of the location and ex- 
tent of the thrombosis but helps us frequently 
in estimating the length of time the patient 
has to stay in bed, and also in making the 
prognosis. 

If one is ealled to see a patient who is 
seized with sudden chest pain, especially in 
the left side, a pain severe enough to require 
a hypodermie of morphin, one should look 
upon this with suspicion as being cardiac in 
origin, especially if one has a fair assurance 
that pulmonary, gall bladder, gastric or duo- 
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denal disease is absent. Furthermore, if 
shortness of breath or a choking sensation is 
associated with the pain, you are practically 
sure of its cardiac origin. If the pain con- 
tinues for an hour or more it is fair to as- 
sume that it is not the anginal but the coron- 
ary type. Frequently the pain has no radia- 
tion down the arms, and it must be remem- 
bered that quite a large group of these pa- 
tients have absolutely no radiation during the 
attack or the convalescence. However, if the 
pain extends down either arm, especially the 
left, it aids one materially in analyzing the 
case. Obviously, if there is an associated 
eyanosis, gallop rhythm, pericardial friction 
rub or evidence of heart failure present, it is 
confirmatory evidence of cardiac pathology 
being present in a rather severe grade. One 
should always take the blood pressure during 
the attack or as soon after as possible to get 
his bearings for future readings. Occasion- 
ally the patient is so sick that this is not 
advisable but should be done at the earliest 
possible moment. However, one should re- 
member that some of these blood pressures 


remain normal for the given case during the 


initial shock and do not get the pressure drop 
until two or three days after the onset. If 
one gets a drop of 40 to 50 points within the 
first 72 hours it is most suggestive of an acute 
eardiae accident. 


Rales often do not appear at the lung bases 
for several days after the accident, and again 
some of these go through a cardiac-vascular 
break without any evidence of heart failure 
during either the acute illness or convales- 
cence. We believe this depends to a large ex- 
tent on the amount of cardiac pathology 
present at the time of the acute attack and 
also on the length of time the patient has 


suffered with cardiac symptoms before the 


onset. Again, if one gets a rise in tempera- 
ture to 99 to 101 degrees, and a mild leako- 
eytosis coincident with or following the drop 
in blood pressure the diagnosis of acute cor- 
onary thrombosis is fairly well established. 


CONVALESCENT PAIN 
It would seem the sooner after the initia! 
attack the pain subsides the better the prog- 
nosis. This is not always true, however, for 
we have seen the pain continue off and on for 


f 
; P - 
i 
iz 
ape 
t 
{ 
H 
4 
# 
7 
} 
{ 
4 
+ 
| 
ie 
i 
f 
og 
| 
A 
3 
é 


Novemser, 1934 


weeks after the accident and the patient 
finally get well, but it is usually a good guide, 
and we believe it is fair to assume that as 
long as the patient has pain while in bed the 
healing processes are far from complete. As 
soon as the patient is free of pain he gener- 
ally starts to improve clinically rather fast, 
probably due to a subsidence of the element 
of fear, for as long as the pain continues the 
patient cannot believe he is going to get 
well; and as soon as the pain subsides he 
again assumes that he is on the road to re- 
eovery. However, most of these patients have 
pain off and on for weeks or months after 


the attack begins. 


It might be well here to mention premature 
contractions. Occasionally premature contrac- 
tions occur during the convalescence of acute 
coronary disease. However, we do not believe 
it has much significance unless these prema- 
tures happen frequently, that is 30 to 40 per 
minute. In the latter case it may be an indi- 
eation of severe cardiac pathology and we 
take this as an unfavorable sign until they 
have disappeared; it is often the forerunner 
of auricular fibrillation. 


TREATMENT 


1. Absolute rest in bed, from 6 weeks to 
4 months. 


2. Enough morphin to relieve the pain. 


It must be realized here that morphin is 
practically the only drug that does any good 
in acute coronary thrombosis. It must also 
be realized that nitroglycerin not only does 
no good but is usually a waste of time. Do 
not be afraid to give % gr. of morphin or 
even 1 to 1% grs. in these cases, if it is nee- 
essary. We believe more patients die from the 
lack of morphin in this condition than from 
giving them too much. As a matter of fact, 
there seems to be a large element of fear in 
the medical profession, even with very good 
internists, and also in men who are doing 
cardiology. They are afraid to give sufficient 
morphin in this condition. We frequently 
give 14 gr. to start with, and repeat if nec- 
essary within one-half an hour, depending on 
the severity of the case. It would seem that 
a patient in severe pain from this disease is 
able to consume more morphin without any 
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bad effects than in any other condition, with 
the exception of hyperthyroidism. 

When one sees a case of this type he 
should never think of giving less than 14 gr. 
of morphin, better combined with antropine, 
as the initial dose. If there is no relief 
within 10 minutes and the patient seems to 
be slipping, repeat the dose immediately. If 
the patient is gradually growing worse do 
not hesitate in 15 or 20 minytes more to give 
him another 1% gr. and then wait to see the 
results. We have only seen two cases within 
the past several years in which morphin had 
no effect: one case was a Presbyterian min- 
ister who had been having attacks for sev- 


eral years; the other patient was a retired 


eolonel in the Army who likewise had had at- 
tacks for a number of years. In both these 
eases morphin did no good whatsoever. These 
cases are rare. We suggest that as soon as one 
feels satisfied that the patient is recovering 
from the attack he should reduce the morphin 


and substitute codeine, bromides, pheno-bar- 


bital, or allonal. This will frequently carry 
them along during the convalescence, but of 
course does no good during the attack of 
acute pain. 
CoNCLUSION 

I should like to say that acute coronary 
thrombosis is not nearly so serious as for- 
merly thought. We have been observing these 
patients long enough to see how they progress 
over a period of years and my firm belief 
is that a very large percentage of them will 
not only survive the initial attack but recover 
entirely. Especially is this true in right coron- 
ary block, for we have seen several of this 
group who have recovered and are back at 
work in their previous positions, leading fair- 
ly active lives, and several years have passed 
since their original collapse. Nevertheless, we 
must realize that early diagnosis and proper 
treatment is just as important in acute 
thrombosis as it is in the acute surgical ab- 
domen; often times delay is more serious in 
this disease. Moreover, the early recognition 
and long rest in bed which allows recovery 
to take place depends largely upon us physi- 
cians. The importance of this long rest must 
be emphasized to the individual patient. This 
ean be done in a gentle way, with rare ex- 
ceptions, without alarming the patient.-Some 
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of these patients get better for a time if 
nothing is done at all, but this is the excep- 
tion rather than the rule and sooner or later 
they have to pay for the neglect or delay. 
For example we have two men in bed at the 
present time with this condition; one is 41 
years of age, the other 44. The former went 
7 weeks and the latter 10 months before the 
condition was recognized and treatment in- 
stituted. They have both been in bed now 
several weeks and it will probably be several 
months yet before they will have recovered 
completely. We are still hopeful this will be 
accomplished, whereas if they had had rest 
at the time of the original onset they would 
now be well on the road to recovery. Further- 
more, we must say here, with only rare excep- 
tion is the patient not willing to co-operate 
with the physician for a reasonable length of 
time. If we are successful in winning his co- 
operation and give enough morphin to relieve 
the pain a large percentage of these cases will 
not only recover but lead fairly active and 
happy, although restricted, lives for a number 
of years and probably die of some other 
disease. 


DIAGNOSTIC POINTERS IN 
CARDIOLOGY 
By Epwarp Popo.sky, M. D. 
Brooklyn, 

The earliest signs of decompensation in the 
arteriosclerotic heart are nocturnal dyspnea 
and night starts. 

The sedimentation test is definitely short- 
ened in patients suffering from acute coron- 
ary occlusion. 

Following acute infectious diseases such as 
influenza there is an acute myocardial degen- 
eration in a subject with diseased coronaries, 
and there is an acute myocardial breakdown 
producing distension and pain. 

Distinet overdistension of the veins in the 
neck is always a sign of heart disease. 

A thrill is a reliable sign of structural 
change in the heart only if it is a definite 
purr. 

Pulsation of the liver is evidence of heart 
disease of an advanced degree, for it shows 
that compensation has been broken. 

A diastolie murmur and a diastolic thrill 
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at the apex are the two best mee of mitral 
stenosis. 

A slowing of the heart manifests a delayed 
conduction from auricle to ventricle. 

In irregular rhythms, if there is a constant 
quickening of the heart rate during deep in- 
spiration, auricular fibrillation can safely be 
said not to be present. , 

Systlic retraction of the left ‘nse as- 
pect of the chest at the level of the diaphragm 
is a sign of pericardial adhesions. | 

A double murmur heart with the stetho- 
scope exerting gentle pressure over the fem- 
oral artery is a sign of aortic insufficiency. 

Rhythmie jerking movements of the head 
synchronous with the heart beats is seen in 
patients with aortic regurgitation. 

Rupture of the heart is moderately fre- 
quent following thrombosis. 

The pain of coronary thrombosis is con- 
tinuous and persistent. 

Pain. in the chest is a common symptom in 
aortitis, aneurism, aortic insufficiency and 
coronary obstruction. It also occurs, but less 
frequently, in myocarditis, endocarditis, and 
pericarditis. 

The Cheyne-Stokes type of dyspnea is 
usually the earliest sign of myocardial dis- 
ease. | 

Subacute bacterial endocarditis has an in- 
sidious onset. 

The commonest irregularity associated with 
insufficieney of the heart is auricular fibrilla- 
tion. 

An unmistakable pericardial friction rub 
is always a reliable sign of heart disease. 

In mitral stenosis the apex impulse is short 
and abrupt, and retraction of the chest wall 


- in the fourth interspace can be seen during . 


systole. 

Aneurism of the aortic arch is one of the 
most painful forms of cardiac pain known. 

The second pulmonic sound is regularly 
accentuated in mitral regurgitation, especial- 
ly if the right ventricle has had time to 
hypertrophy. 

There is an opening snap or » elick which is 
characteristic of cases of mitral stenosis. 

There is a displacement of the left nipple 
upward, above a horizontal line drawn up- 
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_ ward through the right nipple, in cases of 
mitral stenosis in youthful persons. 

An infected vegetation in the pulmonary 
artery gives severe substernal pain and may 
be confused with the pain of coronary 
thrombosis. 

Pain, shock, and circulatory failure are the 
eardinal signs of coronary occlusion. 

Auricular fibrillation in Graves’ disease is 
much more often transient or paroxysmal 
than that due to other causes. 

The common type of bundle-branch block 
is the left branch block; the rare type is the 
right branch block. 

Perforation of the interventricular septum 
is to be suspected when there is a progressive 
harsh systolic murmur and thrill over the 
pericardium; gradual extinction of the 
aortic second sound, and a marked dispropor- 
tion between the force of cardiac action and 
the strength of the pulse. . 

The chief signs and symptoms in left-sided 
heart failure are: 1, cardiac asthma at night; 
2. Chevne-Stokes breathing ; 3, acute pulmon- 
arv edema; 4, cough, which occurs mostly at 
night and does not readily yield to treatment. 
Unon phvsical examination one discovers 
rales at the bases of the lungs, dyspnea, and 
siens of causative factors, such as hyperten- 
sion. luetie aortitis, arteriosclerosis, and 
ehronic nephritis. There is usually no cyan- 
osis. NO venous engergement or congestion, 
and the liver is not enlarged. 

The chief signs and symptoms in right- 
sided heart failure are: 1, painful and tender 
liver. with enlargement and engorment of 
thet organ; 2, edema and effusion into the 
serons sees: 3. evanosis; 4, oliguria. 

Mreanie heart pain, particularly that due 
to coronary occlusion, occurs much earlier 
and in greater proportions than ordinarily 
sunnosed. 

Ranid development of uniform discolora- 
tion and gangrene of the terminal phalanges 
af the toes and fingers, with weak pulsations 
in the vessels supplying the limbs is very 
snevestive of an oecluding auricular throm- 
A sense of substernal oppression, a mild 
twinge of pain, a paroxysm of dyspnea, an 
aching sensation in the arm, or sudden feel- 


DELAWARE STATE MEDICAL JOURNAL 959 


ing of great weakness indicates an acute 
obstruction of a coronary twig. 

Coronary occlusion is not uncommon in 
patients with arteriosclerosis. 

An acute enlargement of the liver inauiaie 
right coronary thrombosis. 

Patients with old coronary closure fre- 
quently present a peculiar color of the face 
which has been described as ‘‘a leaden tint 
spread over an earthy hue of skin.’’ 

Characteristic elliptic retinal hemorrhages 
with white centers occur in acute and sub- 
acute bacterial endocarditis. 

A pulse deficit indicates auricular fibrilla- 
tion or extrasystoles, never partial heart 
block. 

An irregularity in a heart beating less than 
100, with no sinus arrthymia, can usually 
be said to be due to extra systoles or auricular 
fibrillation with partial heart block. 

In irregular rhythm, if there is a constant 
quickening of the heart rate during deep in- 
spiration, auricular fibrillation is not present. 

If four or more of the heart beats are abso- 
lutely regular in time and force, that is, if 
irregularity is not absolute, auricular fibrilla- 
tion should not be diagnosed. - 

A systolic movement of the thorax as a 
whole to the left is a valuable sign of aneur- 
ism of the lower descending thoracic aorta. 

The first indication of cardiac failure is 
diminished tolerance of exercise. 

Fatigue is an early sign of the late men 
of ‘cardiae failure. 

The characteristic murmur of aortic regur- 
gitation begins abruptly in early diastole and 
fades away. It is usually a long, smooth, loud, 
blowing and high pitched murmur. | 

The diastolic murmur in eases of suspected 
aortic regurgitation should be sought for 
along both borders of the sternum, especially 
along the left border, where it is particularly 
likely to appear in cases of slight regurgita- 
tion that do not affect the pulse. 

A diastolic murmur is sometimes heard 
over the main artery of a limb in eases of 
conspicuous aortic incompetence. 

An early diastolic murmur heard in the 
third and fourth left spaces in cases of 
mitral stenosis should be attributed, even 
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when the pulse is unaltered, not to pulmon- 
ary, but to slight aortic failure. 

Anginal pain occurs in many cases show- 
ing aortic regurgitation. 

The outstanding diagnostic sign of aortic 
stenosis is a small pulse, rising slowly to a 
delayed summit. The condition should never 
be diagnosed without this sign. 

Every case of aortic stenosis presents a 
systolic murmur, heard loudest where the 
thrill is best felt, and carried up to the clavi- 
ele or beyond into the neck along the carotid 
vessel. 


CANCER COMMENT 
Cancer of the Prostate 
Marion L. H. FREEMAN* 


In a series of 1,426 cases tabulated by R. 
S. Ferguson? in which the prostate was re- 
moved after a diagnosis of benign hypertro- 
phy had been made, early or border-line 
cancer was found in 183 specimens, or 12.8 
per cent. In view of the fact that cancer was 
unsuspected in this group, it appears that 
each case of enlargement of the prostate 
must be treated with suspicion until a diag- 
nosis of malignancy can be ruled out. 


The popular belief that all cancers of the 
prostate originate in the posterior lobe is 
responsible, in many instances, for the fail- 
ures in diagnosing early malignancy. By the 
routine practice of aspiration biopsy, Dr. 
Ferguson*® has been able to demonstrate that 
cancer can and does originate in any portion 
of the organ. This knowledge is of great im- 
portance in the recognition of early cancer 
involving the lateral or median lobes or the 
accessory nodules at the vesical neck. 


Clinically, carcinoma of the prostate va- 
ries greatly in its manifestations, from the 
rapidly progressing cases occurring in middle 
life which are characterized by little or no 
residual urine and in which the first symp- 
tom is often pain and widespread bony 
metastases, to the slowly growing type occur- 
ring in later life in which there is a large 
amount of residual urine, symptoms of long 
standing and no pain or demonstrable metas- 
tases. The prognosis in the first group, if un- 
treated, is exceedingly poor, 6 months being 


*Secretary-Technician, Delaware Tumor Clinics. 
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the average period of survival, while in the 
latter group, the patient may live for many 
years. 


Dr. Ewing' emphasizes the fact that the 
clinical course of carcinoma of the prostate 
is very notably dependent upon the struc- 
tural type of the tumor, the rapidly growing 
neoplasms being nearly all of the small cell 
variety, highly anaplastic, often difficult to 
distinguish from round cell sarcoma. These 
arise in organs which are often actually soft 
and not obviously hypertrophied. The lym- 
phaties are usually invaded by the time the 
disease is recognized, and in a group of cases 
studied the small veins were thrombosed by 
tumor in 36%. The perineural lymphatics 
were invaded by cancer in 52% of a series of 
eases in which post-mortem examinations 
were made. Of these 52%, metastases to the 
bone were present in 30%, while pain was 
the major complaint in 60%. This, together 
with the fact that the incidence of pain in- 


creases with the degree of malignancy, points 


to infiltration of the perineural sheaths rather 
than pressure on surrounding lymph nodes 
as an early cause of pain. 


It is the concensus of opinion that few if 
any cases are amenable to surgical removal 
of the prostate. Of 500 cases of carcinoma of 
the prostate examined by Young‘, only 35 
were selected for this form of treatment. Of 
these only 8 survived three years or more. 
Considering these figures as representative, 
this leaves about 93% of all cases for which 
irradiation offers the only hope of relief or 
eure. 

The choice of method of irradiation is en- 


tirely dependent upon the type of tumor and 
the degree of invasion or metastases. Cancer 


of the prostate may be dvided, with refer- . 


ence to irradiation, into two clinical groups: 
first, those in which the tumor is large and 
there are either demonstrable or probable 
metastases. This group is suitable for pallia- 
tive treatment only, and this may often be 
accomplished by external irradiation with 
high voltage x-rays. The second group, in 
which the tumor is small and in which there 
are no demonstrable metastases, may be 
treated by more intensive irradiation therapy. 


(Concluded on Page 266) 
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‘‘Doctors, DOLLARS AND DISEASE’’ 
Rapio EDUCATION OR PROPAGANDA 


In 1929 a series of meetings called by the 
American Association for Adult Education 
resulted in the formation of a body known 
as the National Advisory Council on Radio 
in Education, Ine. Its general purpose is said 
to be to ‘‘further the development of the art 
of radio broadcasting American Education.’’ 
Recently, Congress enacted some legislation 
entitled ‘‘The Federal Communications 


Commission Act,’’ which automatically abol- 
ished the Federal Radio Commission. This 
act also makes it-mandatory on the new com- 
mission ‘‘to study the proposal that Congress 
by statute allocate fixed pereentages of radio 
broadeasting facilities to particular types or 


kinds of non-profit radio programs’’ and. to 
report to Congress by February 1, 1935. . 


The National Advisory Council on Radio 
in Edueation, Inc., is exceedingly interested 
in this problem, because it has made educa- 
tion of the public over the radio its particu- 
lar province since the time of its organiza- 
tion. The Council wants more time on the air 
for education. In a recently issued cireular, 
the director says ‘‘The council is an organ- 
ization independent of faction, non-partisan 
in its procedure, disinterested as to person- 
nel and non-commercial in operation.’’ . Not- 
withstanding these assertions, the medical 
profession is now confronted with the promo- 
tion by the National Advisory Council on 
Radio in Education, Inc., of a series of broad- 
easts under the title ‘‘Doctors, Dollars and 
Disease,’’ said to be presented by the Public 
Health Committee of the National Advisory 
Council on Radio in Education, Ine. These 
programs are offered every Monday evening 
over WABC, Columbia network, extending 
from coast to coast, at 7:45 Pacific time, 
8:45 Mountain time, 9:45 Central time, and 
10:45 Eastern time. 


Let us then view the nature of the organ- 
zation of the Public Health Committee which 
prepared the program and the nature of the 
program itself to see to what extent the Na- 
tional Advisory Council on Radio in Educa- 
tion, Ine., has fulfilled its claims of being 
independent of faction and non-partisan in 
procedure. The Public Health Committee in- 
eludes as its chairman William Trufant Fos- 
ter. This is the same Foster, an economist and 
not a physician, who attacked organized medi- 
eine bitterly at a conference held in Phila- 
delphia last February, fully reported in THE 
JOURNAL, Mareh 3, page 701. Associated with 
Mr. Foster on this committee are the follow- 
ing physicians: Ray Lyman Wilbur, chair- 
man of the Committee on the Costs of Medi- 
eal Care and signer of its majority report; 
Thomas Parran, Jr., health officer of the 
State of New York, committed in repeated 
addresses to compulsory health insurance and 
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measures leading to the socialization of medi- 
cine; Haven Emerson, formerly a president 
of the American Public Health Association 
and a signer of the majority report. Included 
with these four are Alice Hamilton, a dis- 


tinguished investigator in industrial dis- 


eases, whose writings indicate nevertheless 
that her pity for the sad fate of the majority 
of mankind overbalanees her scientific judg- 
- ment in matters of social control, and, last of 
all, Dr. Hugh S. Cumming, surgeon general 
of the United States Public Health Service. 
It will be obvious to any one that this Publie 
Health Committee of the National Advisory 
Council on Radio in Education, Inc., is over- 
whelmingly controlled by the State medicine 
and socialization of medicine points of view, 
and that it contains no definite representa- 
tive of the 100,000 physicians organized as 
the American Medical Association. 

The radio program developed under the 
auspices of this committee is, as might have 
been expected, overwhelmingly for the social- 
ization of medical eare. It contains the name 
of but one person who signed the minority 
report of the Committee on the Costs of 
Medical Care, and there are indications that 
he accepted under a misapprehension as to 
the nature of the program and will not ap- 
pear. Those who are to discuss the future of 
medical care and the subject of medical eco- 
nomies are for the most part non-medical 
men. unfamiliar with medical practice and 
for the most part definitely opposed in their 
writings to the policies of organized medicine. 
Representing the opposite point of view are 
Walter P. Bowers, editor of the New England 
Journal of Medicine, who has made that peri- 
odical largely the organ of the majority re- 
port of the Committee on the Costs of Medical 
Care, Thomas Parran, George H. Bigelow, 
Haven Emerson and Ray Lyman Wilbur, 
who speak as physicians on this program. 
These are, all of them, proponents who 
would change seriously the nature of medical 
practice. Among the laymen listed are such 
well known names as Edward A. Filene, 
Michael M. Davis, C. Rufus Rorem, Nathan 
Sinai, I. S. Falk, Edgar Sydenstricker and 
Harry H. Moore. It calls the roll of the agi- 
tators from the Committee on the Costs of 
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Medical Care. Other speakers include Foster, 
Paul H. Douglas of the University of Chi- 
cago, Robert Jolly of Houston, Texas, and 
Livingston Farrand, president of Cornell 
University, the latter as an M. D., who has. 
for long been somewhat out of touch with 
medical affairs. 

It should be clear to any physician that 
this program indicates an attempt on the 
part of the interests represented in the ma- 
jority report of the Committee on the Costs 
of Medical Care to further its propaganda. 
In developing a program of this type the 
National Advisory Council on Radio in Edu- 
cation, Inc., has been untrue to the principles 
on which it was established. Thereby it fails 
to merit support from the medical profession. 
Nevertheless, physicians will do well to be 
aware of the matter and to use such influ- 
ence as they may possess with the radio sta- 
tions that carry such material to bring about 
a realization of its true nature. _ 

It might have been within the province of 
the National Advisory Council on Radio in 
Education, Inc., to develop a series of useful 
lectures on the prevention of disease and on 
the maintenance of health. It might have 
used some of the time, which apparently it is 
able to get without charge from the broad- 
casting chains, for the enlightenment of the 
public on many of the scientific fallacies pro- 
moted by commercial interests. It has, how- 
ever, failed to avail itself of these opportuni- 
ties, devoting itself and its time instead to 
what constitutes essentially an undermining 
of the medical profession of this country. It 
would be interesting to know the motives that 
animated the executive officers of the Na- 
tional Advisory Council on Radio in Educea- 
tion, Ine., to lend themselves to this propa- 
ganda.—Editorial, Jour. A. M. A., October 
27, 1934. 


The first meeting of the ex-Residents’ As- 
sociation of the St. Francis Hospital was 
held at the hospital on October 11, 1934. The 
following officers were elected: President, 
Dr. George J. Boines; vice-president, Dr. 
Sidney Stat; secretary, Dr. Minna H. Sos- 
nov; treasurer, Dr. Morris Harwitz. 

_It is the purpose of this organization to 
hold monthly scientific meetings. 
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WOMAN’S AUXILIARY 


With a vast amount of real appreciation of 

the fine work that is being done in every sec- 
_ tion of the country, I take this first opportun- 
ity to thank you for your sincerity of pur- 
pose and in consequence, real achievements. 
The programs of the national departments 
_ have all been distributed and that each State 
follow, in so far as possible, the plans set 
forth is an axiomatic desire of each and every 
one of us. There is breadth of vision in their 
scope, and a variety of opportunities for pos- 
sible achievement in these outlines. Each and 


every State and county has its own possibili- — 


ties for making its plans, and I am sure that 
each one will build its year’s program that 
the greatest good may accrue. 


To us, who are your national officers and 
chairmen, there is entrusted great responsi- 
bility coupled with a deep sense of the honor 
that is ours. We are at your service and, I 
can assure you that you will find ready co- 
operation in any problem that you wish to 
discuss. This exchange of ideas is one of our 
most pleasurable and valuable opportunities. 
It is only the State and county auxiliaries 
that can -perform the proposed plans, and 
that performance, in turn, depends upon the 
individual member. And so to you and me is 
entrusted the bit that makes for the ultimate 
achievement. May you and I so live up to 
the trust, that at the end of the year we may 
have merited the confidence reposed in us. 


One great bond we have in common, one 
ideal that we hold highest among our earthly 
one—the bond, that of participating in the 
practice of the noblest of professions: the 
ideal, that of using our services widely in the 
interest of that profession and mankind, and 
proving ourselves true helpmates, both indi- 
vidually and collectively. Collectively, we are 
a strong force that may be of some use in a 
quiet way, to the medical profession. We, who 
know the unselfishness of those men of ours, 
ean do much to enlighten a frequently mis- 
informed public about the true character of 
medical work and its plans for public health 
and welfare. We can, in a non-aggressive 
way, offset much of the wicked propaganda 
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constantly kept before an ignorant and de- 
luded populace. | 

With this in mind, let us use our time 
wisely, make our plans carefully, and thank 
God for the opportunity to be of service to 
this profession of which we are an honored 
part. 
Mrs. Rosert W. TOMLINSON. 


The annual meeting of the Auxiliary was 
held in the Hotel Richardson, Dover, on Wed- 
nesday, October 10, 1934. After an opening 
prayer, officers’ reports were made as fol- 
lows: 

Secretary, Mrs. Gerald Beatty; Treasurer, 
Mrs. Charles E. Wagner; President, Mrs. 
Joseph McDaniel; Vice-President New Castle 
County, Mrs. Ira Burns; Vice-President Kent 
County, Mrs. W. C. Deakyne; Vice-President, 
Sussex County, Mrs. E. L. Stambaugh. 

The following committee reports were then 
made: 

Organization, Mrs. George McElfatrick; 
Finance, Mrs. James W. Butler; Sovial, Mrs. 
Raymond B. Moore; Program, Mrs. Edgar 
Q. Bullock; Medical Welfare, Mrs. Victor C. 
Nah; Publicity, Mrs. W. Edwin Bird. The 
delegate to the Cleveland convention, Mrs. 
Lawrence Jones, reported on that activity. 
The guest speaker, Mrs. W. Wayne Babcock, 
spoke entertainingly on the aims of an Aux- 
iliary, and Mrs. Robert W. Tomlinson, Presi- 
dent of the Woman’s Auxiliary to the Ameri- 


ean Medical Association, spoke on ‘‘ What We 


Are Doing,’’ explaining the functioning of 
the national body. 

The meeting was concluded with a joint 
luncheon at the hotel with the Medical So- 
ciety of Delaware. The 1934 session should 
be recorded as one of the most successful ones 
yet held in Delaware. 


Lilly Research Laboratories Formally 
Opened 
More than a thousand investigators and 
research workers were present at the formal 
opening of the new Lilly Research Labora- 
tories at Indianapolis on October 11. The 


gathering of distinguished visitors represent- 


ing many noted bodies and famous institu- 
tions in this and foreign countries as well, 
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assembled in a mammoth tent erected for 


the occasion to the Lilly Lnbora- 


tories. 


At the formal opening exercises, in the 
afternoon, Eli Lilly, head of the Lilly organ- 
ization, presided as chairman. Mr. J. K. Lilly, 
chairman of the board of directors, was in- 
troduced and responded briefly on ‘‘ Research 
in Manufacturing Pharmacy’’ from the time 
of his entrance in the organization in 1876 
up to the present, when there is so much evi- 
dence of the fact that medical science, in be- 
coming an integral part of our social struc- 
ture, has, in turn, become in a broad measure 
dependent upon industrial development. 


Following Mr. Lilly’s remarks, Dr. Irving 
Langmuir, director of research for the Gen- 
eral Electric Company, discussed ‘‘The Un- 
predictable Results of Research.’’ The speak- 
er stressed the point that fundamental re- 
search should be pursued by industrial cor- 
porations regardless of any immediate pos- 
sible commercial return therefrom. He gave 
an aecount of his purely theoretical gas ab- 
sorption studies which ultimately led to the 
development by the General Electric Com- 
pany of their present highly efficient electric 
light bulb. 


The chairman then introduced Sir Fred- 
erick Banting, who talked on ‘‘The Early 
History of Insulin.’’ He gave an account of 
the early experiments conducted by Dr. Best 
and himself which first demonstrated the ex- 
istence of insulin, and expressed his great 
appreciation of the co-operation which he and 


his associates had received from the staff of - 


the Lilly Research Laboratories in the de- 
velopment of a practical, large-scale proce- 
dure for the production of insulin. 


Sir Henry Dale, director of the National 
Institute for Medical Research, London, and 
secretary of the Royal Society, was the last 
speaker on the afternoon program. He chose 
as his topie ‘‘Chemical Ideas in Medicine and 
Biology.’’ Sir Henry spoke of the immediate 
objectives of research in such laboratories as 
those of Eli Lilly and Company, and of their 
natural and proper differences from those of 
the laboratories supported by academic or 


public endowment. It was his thought, how- 
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ever, that the differences in result for the 
progress of medical science are often more 
formal than real. He expressed the hope that 
the growth of co-operation between those 
working in these different spheres might yet 
bring to many the rather rare privilege that 
had come to him of migrating from one to the 


-. other and back again, and thus of knowing > 
at first hand the best that each can offer. 


According to Sir Henry, the change that 
has taken place in the scope of pharmacy has 
a revolutionary aspect. He expressed the 
thought that looking at the change as a whole, 
one might distinguish two main contributory 
factors. The first of these was the recognition 
of infections as due to the invasion of the 
body by living micro-organisms. It is a com- 
monplace, that preventive medicine was born 
of this discovery and that it gave a new direc- 
tion to the therapeutics of infective diseases. 
A second factor may be found, in the recogni- 
tion of diseases due to the lack of substances 
normally present in the body. Modern thera- 
peuties, he said, can show no triumphs more 
brilliant than those which have followed the 
discovery of methods of preparing glandular 
products in sufficient purity to enable them 
to correct an abnormal deficiency. 


The speaker paid tribute to Eli Lilly and 
Company for their high rank among indus- 
trial organizations which have supported 
scientific research for its own sake and be- 
cause they have known how to value the 
spirit which is engendered when scientific 
workers are given a wide freedom. 


The afternoon speaking program was fol- 
lowed by an inspection of the new labora- 
tories, the party being divided into small 


groups in the charge of guides. 


In the evening a banquet was tendered the 
out-of-town guests. Mr. J. K. Lilly served as 
toastmaster and responses were made by Sir 
Henry Dale; Dr. Elliott P. Joslin, of Bos- 
ton; Dr. George R. Minot, of Boston; Dr. 
Frank R. Lillie, of Chicago; Dr. George H. 
Whipple, of Rochester, N. Y.; Dr. Carl Voeg- 
tlin, of Washington, D. C., and Dr. G. H. A. 
Clowes, head of the Lilly Research Labora- 
tories. 


; 
it 
j 
it 
ant 
4 
i 
F i} 
j 
4 
a 
{ 
if 
ag 
F 
4 
4 
i 
} 
H 
| 
| 
i) 
ele 
i} 
i> 
ti 
‘ 


Novemper, 1934 


Two’s Company—Three’s a Crowd— 

_ ‘**Sickness is a matter intimately personal. 
It is a time when sincerity of dealing cannot 
be compromised nor human feelings flouted. 
_ ‘How disturbing, then, is the thought of 
_ having a third person or alien party exercise 
an influence on the relationship between the 


"patient and his physician, the two persons 


_who, above all others, are most vitally con- 
cerned when sickness enters the home. 


‘*Yet this third party influence, with all its 
unpleasant and disturbing sequels, will inevi- 
tably be thrust upon patient and physician 
should some of the current new schemes of 
medical practice ever gain acceptance. 


‘*Carried to their full development, such 
plans would mean that your family doctor 
would be the hireling of a commercial organ- 
wation or of a department of the state, the 
former built up necessarily by business pro- 
motional efforts, high pressure salesmanship 
and price competition, the latter made com- 
pulsory by legal enactment. 


‘‘Experience has already shown that con- 
‘tract or insurance schemes would not be suc- 
cessful if they observed carefully the princi- 
ples of conduct and fair competition which 
operate as definitely for the public good as 
for professional honor. In these principles 
financial gain is subordinated to the prime 
object of service to the patient and to 
humanity. 

‘‘F'urthermore, the history of some of these 
ventures reveals highly deplorable tendencies. 
‘Seare head’ advertising has appeared as a 
means of frightening people into subscribing 
for memberships. Medical service has been 
promised at ridiculously low and actually im- 
possible rates. The services of hundreds of 
physicians have been promised to subseribing 
members, whereas actually but a small frac- 
tion of that number were ‘signed up’ and 
available. Patients have found that they must 
be served by the physician assigned to them, 
not by the man of their choice. And the 
poorer classes have paid the same price for 
medical service as the very wealthy. 


‘*No, the fine, sympathetic, humanitarian 
service at present rendered by the family 
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physician can never be satisfactorily replaced 
by a commercial organization that retails 
medical service for a profit, nor by the state 
with a mechanized or regimented medical 
profession. The interjection of such agencies 
between patient and physician is unnecessary 
and cannot fail to be disturbing to all par- 
ties concerned.’’—From Mead Johnson & 
Company’s Announcement in Hygeia, Sep- 
tember, 1934. 


DELAWARE ACADEMY OF MEDICINE 
RECENT ACCESSIONS TO THE LIBRARY 


Cannon, W. B.—Wisdom of the Body. 
N. Y.: Norton, 1932, pp. 312. 


DaCosta, J. C.—Selections from the Papers and 
Speeches. 
| Phila.: Saunders, 1931, pp. 440. 


Findley, P.—The Story of Childbirth. 
N. Y.: Doubleday-Doran, 1933, pp. 376. 


Gutierrez, R.—The Clinical manaeeet of Horseshoe 
Kidney. 
N. Y.: Hoeber, 1934, pp. 143. 


Haggard, H. W.—Devils, Drugs and Doctors. 
N. Y.: Harper, 1929, pp. 405. 


Kallett, A., and Schlink, F. J.—100,000,000 -Guinea 
Pigs. Dangers in Everyday poets, 
and Cosmetics. 

N. Y.: Vanguard Press, 1933, pp. 312. 


Macleod, J. J. R.—Physiology and Biochemistry in 
Modern Medicine. 6 ed. 
St. Louis: Mosby, 1930, pp. 1074. 


Macemichael, W.—The Gold-headed Cane. 
N. Y.: Hoeber, 1915. 


McPheeters, H. O.—Varicose Veins, with Special 
- Reference to the Injection Treatment. 
Phila.: Davis, 1929, pp. 208. 


National Conference on Nomenclature of Disease. A 
Standard Classified Nomenclature of Disease. 
N. Y.: Commonwealth Fund, 1933, pp. 702. 


Oliver, J. R.—Fear—The Autobiography of James 
Edwards. 
N. Y.: Maemillan, 1926, pp. 366. 


Oliver, J. R.—Victim and Victor, 
N. Y.: Maemillan, 1928, pp. 433. 


Petty, O. H.—Diabetes, Its Treatment by Insulin 


and Diet. 5 ed. 
Phila.: Davis, 1931, pp. 231. 


Pillsbury, H. C.—United States Army X-ray Manual. 
2 ed. 
N. Y.: Hoeber, 1932, pp. 482. 


White, P. D—Heart Disease. 
N. Y.: Macmillan, 1931,.pp. 931. 


White, R. P—The Dermatergoses, or Occupational 
Affections of the Skin. 3 ed. 
London: Lewis, 1928, pp. 734. 
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Cancer Comment 
(Concluded from Page 260) 

This is done by the local implantation of 
radium or radon, combined with the external 
application of high-voltage x-ray irradiation. 
Dr. Ferguson’s® retrograde seeding instru- 
ment makes the even distribution of radon 
seeds through the tumor a fairly simple 
procedure iti the hands of a competent and 
skilled operator. This, with the ever-increas- 
ing efficiency in x-ray irradiation methods, 
offers new hope in the end results of treat- 
ment in this type of cancer. 

| REFERENCES 
. Ewing: Neoplastic Discases, 3d ed., Phila., Saunders, p. 

824, 1928 


Ferguson, R. S.: Amer. Jour, Cancer: 16: 783, (July) 1932. 
Canad. Med. Jour.; 29: 497, 1933. 
Practice of Urology, Phila., Saunders, 1: 


? Ferguson, R. 
. Young. H. H.: 
636, 1926. 


IN MEMORIAM 

At the organization meeting of the ex- 
Residents’ Association of the St. Francis 
Hospital the following resolttions were 
adopted : 

WHEREAS, Divine Providence has re- 
moved from our midst our esteemed fellow 
practitioner, Dr. William Patrick O’Ready, 
be it therefore 

RESOLVED, that Dr. O’Ready be de- 
elared a Charter Member of this organiza- 
tion, in memoriam, and be it 

RESOLVED, that as an expression of our 
sorrow at his untimely passing we have en- 
tered on our minutes these resolutions, and 
be it further 


RESOLVED, that we do extend to the be- 


reaved widow our sincerest sympathies. 
GrorcE J. Bornes, M. D. 

President. 
Minna H. Sosnov, M. D. 

Secretary. 


OBITUARY 


JOHN W. Derrickson, M. D. 


Dr. John W. Derrickson, of Frederica, one 
of the best-known physicians in lower Dela- 
ware, and for the past three years resident 
physician of Sussex County under the State 
Board of Health, died on October 3, 1934, at 
the Milford Hospital, after a short illness. 
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Dr. Derrickson is survived by his wife, Mrs. 
Mary Burton Derrickson, one daughter, Mary 
Derrickson, one brother, Walter Derrickson, 
and two sisters, Mrs. Frank Martin, of Dover, 
and Mrs. Frank Hickman, of Frankford. Dr. 
Derrickson was 59 years of age, and was a 
vraduate of the University of Pennsylvania 
(Medico-Chirurgical College), in the class of 
1899. He was a former president of the 
Medieal Society of Delaware. His funeral 
look place on October 6th with interment at 
Barratt’s Chapel. 


WituiaM P. O’Reapy, M. D. 

Ir. William P. O’Ready, 38, of Claymont, 
was found dead in his automobile in the gar- 
aye at his home, by his wife, on October 9, 
1934. Dr. Charles Levy said death was duc 
to an acute heart attack. 


Dr. O’Ready left his home at 4 o’elock on 
the morning of October 9, on a sick eall. Mrs. 
’Ready saw him drive up to the house about 
9 o’elock and some time later received a tele- 
phone call for the doctor. Not finding him in 
his office she went to the garage and found 
her husband sitting in his automobile. With 
the help of neighbors Dr. O’Ready was re- 
moved to the house and attempts at resusci- 
tation made. Deputy Coroner Hearn was 
notified. 

Dr. O’Ready had been a practicing physi- 
cian at Claymont for seven years. -He was a 
native of South Dakota but received his medi- 
eal training at Georgetown University, Wash- 
ington, where he graduated in 1927. LHe 
served as interne at St. Joseph’s Hospital in 
Baltimore in 1927, at St. Francis Hospital 
here in 1928. He was a member of the staff 
at. St. Francis, the Delaware and the Wil- 
mington General Hospital. 


Ile married: Miss Florence Draper, of Mil- 
ford, a graduate of the Wilmington General 
Hospital School for Nurses. He is survived 
by his wife, his mother, Mrs. Rose O’Ready 
of Webster, South Dakota, and a_ brother 
Henry, of the same place. The funeral took 
place on October 13, with interment in tlie 


Cathedral. cemetery, Wilmington. . 


F 
H 
AG 
4 
ij 
peal 
{ 
au 
a 
44 
i 
RO 
4 
aa 
4 
§ 
3 
re 
= 
i 
¥ i 
we 
4 
i 
th 
ti 
i} 
t 
4 
Tt 
. 
- 
4 


Novempen, 1934 


DELAWARE STATE MEDICAL. JOURNAL | ee 


FOR THE 
FREEDOM OF 
THE DOCTOR 


THE WILMINGTON 


MEDICAL ARTS 
BUILDING. 


An experienced, thoughtful man- 
agement provides constant atten- 
tion to his convenience and comfort, 
leaving the professional mind en- 

. tirely free to practice. 


COSTS ARE 
SURPRISINGLY LOW 


Ineurring no obligation, inspec- 
tion can be made  th-ough 


EMMETT S. HICKMAN 
RENTAL AGENT 
9th & Orange Sts. Phone 8535 


5 in Season and Out 


SINCE 1874 


it has been our aim to have our goods represent 
greater value for the amount of money ex- 
pended than can be supplied by any other 
house. Our connections and facilities enable 
us to supply the freshest of 


FRUITS AND VEGETABLES 


GEORGE B. BOOKER COMPANY 
102-104-106 East Fourth St. 


Wilmington, Delaware 


SAFETY LENSES 
they wont 


new optical glass 


These lenses give you the 
needed vision help and protect 
your eyes from accidental injury. 
Don't take chances with your eyes 
Get Univis Safety Lenses. 


Baynard Optical Co. 
Prescription Opticians 
5th and Market Sts. 


large. park overlooking New York rooms en 


RIVER CREST SANITARIUM 


Long Established Under License 
FOR NERVOUS AND MENTAL PATIENTS, 
ALCOHOL AND DRUG ADDICTS 
Well equipped, medical, occupational! and diver- 
sional treatment. Thorough and sympathetic 
mcdical treatment and nursing. Hydro and elec- 
tro-therapy, etc. Arts and Crafts Shop 


Fine attractive separate poy, in a 


suite. Quickly reached by transit anton sik po 


JOHN JOSEPH KINDRED, M. D., Founder 
WM. ELLIOTT DOLD, M. D., Physician in Charge 
Rates Very Reasonable 


Sanitarium telephone AStoria 8-0820. 


The VEIL MATERNITY HOSPITAL 


WEST CHESTER, PENNA. 


Strictly private, absolutely eth- — 
ical. Patients accepted at any 
time during gestation. Open 
to Regular Practitioners. Early 
entrance advisable. 


See P. V. 1. 


Young .Women 


ranged for. Rates reasonable. 
Located on the Interurban and 
Penna. R. R. Twenty miles 
southwest of Philadelphia. 


Write for booklet 
THE VEIL 


Adoption of babies when ar- |~ 
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_N. B. DANFORTH, Inc. 


WHOLESALE DRUGGISTS 


Agents for all the 


Principal Biological, 

Pharmaceutical and 

General Hospital 
Supplies 


Full and Fresh Stock Always. on Hand 


We Feature CAMP Belts 


.. fitted by a graduate of the Camp school 


Expert Fitters of Trusses 


Oxygen Also Supplied 


AND MARKET STREETS 


WILMINGTON, DELAWARE 
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SMITH & STREVIG, Inc. 


WILMIN GTON, DELAWARE 


DISTRIBUTORS 
Bay Surgical Dressings. . Sherman Vaccines and Ampoules. 
Eastman Duplitized X-Ray Films. Squibb Vaccines and Arsenicals. 
Eastman Dental X-Ray Films. Searle Bismuth and Arsenicals. 
Johnson & Johnson Aseptic Dental Becton, Dickinson Luer Syringes and ~ 
Specialties. Thermometers. 
Cook Carpules—Syringes. Clapp’s Baby Vegetable Foods. 


PRICES ON APPLICATION 
PROMPT DELIVERY 


The Main Essential - HOT WATER-- 
| 


SELF-ACTION GAS WATER HEATER 


DELAWARE POWER & LIGHT CO. 
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DELICIOUS—PURE—NUTRITIOUS 
YEAR IN AND YEAR OUT 


Bil 


“The Velvet Kind” 


F ICE SAVES 
| 


Geo. Carson Boyd {| | FLAVOR: 
at 216 W. 10th Street HEALTH 


Phone: 4388 For a Few Cents a Day 


| Everything the 
Garrett, Miller & Hospital may need 


in: HARDWARE 

Company M+ CHINA WARE 
ENAMEL WARE 
ALUMINUM WARE 
PAINTS 

POLISHES 

Electrical Supplies WASTE RECEPTACLES 


Heating and Cooking Appliances JANITOR SUPPLIES 
CUTLERY 


G. E. Motors 


Delaware Hardware 
Company 


(Hardware since 1822) 
2nd and Shipley Streets 
Wilmington, Del. 


N. E. Cor. 4th & Orange Sts. 


Wilmington - - - Delaware 
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Blankets—Sheets—Spreads— 
Linens—Cotton Goods 


| Rhoads & Company 


Hospital Textile Specialists Since 1891 


Manufacturers—Converters 
Direct Mill Agents 
Importers—Distributors 


MAIN OFFICES 
401 North Broad Street, Philadelphia, Pa. 


MILLS 
Philippi, W. Va. 


For 


Rent 


Fraim’s Dairies 


DISTRIBUTORS OF GRANOGUE 
FARM MILK 


Bottled at the Farm 
Holstein Milk Testing About 
390 in Butter Fat 


Grade A Guernsey Milk Test- 
ing About 460 in Butter Fat 


Grade A Raw Guernsey Milk 
Testing About 460 in 
Butter Fat 


VANDEVER AVENUE & 
LAMOTTE STREET 
Wilmington, Delaware 


Wilmington Trust 
Company 


10th & Market Sts. 2nd & Market Sts. 


Surplus, Undivided Profits © 
and Reserves ... 10,849,000.00 


‘Personal Trust Funds 175,000,000.00 
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PARKE’S. 
Gold Camel 


TEA BALLS 


INDIVIDUAL SERVICE 


“Every Cup a Treat” 


Canned Foods Flavoring Extracts 
Philadelphia :-: :- Pittsburgh 


For 
Rent 


100% Wholewheat Bread 


AMERICA 


Guaranteed 

Pure 

Clean and 
| Wholesome 


A Generous Sample to Every 
ae 
Writing “*FREIHOFER” 
Wilmington 


te 
For High Quality 
_of Seafood: 


Fresh-picked crab meat, shrimp, 
seallops, lobsters, fresh and salt 
| water oysters. : 


All Kinds of Other Seafood 
Wholesale and Retail 


Wilmington Fish 
Market 


705%, KING ST. 
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ERE you will find various tyres of 


: boilers, radiators and miscellan- 
eous heating equipment. We will glad- 
ly tell you the features of each system 
and advise you as to what type of boiler 
is best suited to your individual re- 


quirements. 


SPEAKMAN COMPANY 
816-22 Tatnall Street | 
WILMINGTON 


- DELAWARE 


Not Just A 
Lumber Yard — 


but a source of supply for — 
almost any construction 
or maintenance material. 


““Know us yet?’’ 


J. T. & L. E. ELIASON 


INC. 
Lumber—Building Materials 
; Phone New Castle 83 
NEW CASTLE es DELAWARE 


PRINTING 


NEWSPAPER 


And 


PERIODICA 


An important branch 
of our business is the 
printing of all kinds 


papers and. magazines 
The Sunday Star 


Printing Department | 
Established 1881 


Black Sea.. that’s where the best kinds grow | 


HERE are about as many kinds of = _ 
| Turkish tobacco as there are kinds of 
\epples—butthey allhaveaspicy aromaand 
flavor which seems to “season” a cigarette 
better than any other kind that grows. 
The right Turkish is costly—but it adds 


‘something to Chesterficid’s milder better. 


stop at Smyrna and visit our tobacco 
factory. We think you wili find it 
interesting. 


©1934, & Tosacco Co. 


